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ABSTRACT
Recent models of social functioning have identified attention and emotion regulation as
important factors in explaining social functioning. In these models, emotion regulation is
conceptualized as a cognitive process under attention control (Beauchamp & Anderson, 2010;
Crick & Dodge, 1994; Lemerise & Arsenio, 2000). Recently, an alternate conceptualization of
emotion regulation has been suggested. In this model, emotion regulation is independent of
attentional control and is conceptualized as consisting of four factors: emotion awareness and
understanding; acceptance; impulse control and goal directed behavior in the context of negative
emotions; and flexible use of contextually appropriate strategies to modulate emotion responses
in goal-directed actions (Gratz & Roemer, 2004). Emerging evidence has linked attention and
emotion regulation problems (Wehmeier, Schacht, & Barkley, 2010) and emotion regulation and
social functioning (Wilkowski, Robinson, Gordon, & Troop-Gordon, 2007). However, it has
been observed that not all individuals with clinically significant attention problems have
clinically significant emotion regulation problems (Biederman, Petty, et al., 2012; Wehmeier et
al., 2010). It therefore appears reasonable to consider the contribution of each of these processes
to social functioning independently.
In order to examine the relationship of emotion and attention regulation to each other and
to social functioning, participants (n=103) 18 years of age or older enrolled at a public university
were asked to complete online self-reports of attentional, emotional, and social functioning and a
demographic questionnaire. Hierarchical regression was performed and results revealed
significant, independent contribution of attention and emotion regulation to explaining variability
ii

in social functioning. Analyses based on WHOQOL100 measures suggested that attention
regulation accounts for significant variability in social functioning after demographic factors
have been explained, and that emotion regulation accounts for significant variability in social
functioning after accounting for attention. A significant interaction between attention and
emotion regulation was also found. Specifically, the interaction of Sum Inattention and
Nonacceptance of Emotional Responses was significant for three of the four dependent variables
and approached significance for the fourth. These findings highlight the importance of
understanding the relationship between attention and emotional regulation in social functioning.
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INTRODUCTION
Recent models of social functioning which integrate behavioral and biological factors
(i.e. biopsychosocial models) have identified attention and emotion regulation as important
factors in explaining social functioning (Beauchamp & Anderson, 2010). In the biopsychosocial
models, emotion regulation is associated with cognitive processes and is conceptualized as a
manifestation of attention control (Beauchamp & Anderson, 2010; Crick & Dodge, 1994; Yeates
et al., 2007). This view is consistent with Barkley’s conceptualization of attention regulation
processes (Barkley & Murphy, 2006). Emotion regulation has been alternately conceptualized as
consisting of four factors: emotion awareness and understanding; acceptance; impulse control
and goal directed behavior in the context of negative emotions; and flexible use of contextually
appropriate strategies to modulate emotion responses in goal-directed actions (Gratz & Roemer,
2004). Although research has linked attention and emotion regulation problems (Wehmeier et al.,
2010), not all individuals with clinically significant attention problems have clinically
significant emotion regulation problems (Biederman, Petty, et al., 2012; Wehmeier et al., 2010).
It therefore appears reasonable to consider the contribution of each of these processes to social
functioning separately.
This review will discuss recent models of social functioning. The contribution of
attention and emotion regulation to social functioning in each of these models will then be
discussed and current understanding of attention and emotion regulation described. Finally,
hypotheses regarding these contributions will be presented.

1

Social Functioning Models
Understanding of emotion regulation’s role in social functioning has evolved as empirical
evidence has been developed. In his classic 1986 social information processing (SIP) model,
Dodge conceptualized social behavior as a linear, sequential process beginning with the
encoding of cues and ending with the behavioral response. Attention regulation is included in the
first step, the encoding process (Dodge, 1986). However, emotion regulation was not directly
accounted for in this model (Crick & Dodge, 1994). In response to a social stimulus, the model
proposes that individuals move sequentially through five processing steps to produce a
behavioral response. The processes involved in these steps were identified as encoding (step 1),
interpretation/representation (step 2), response access/search (step 3), response
evaluation/decision (step 4), and enactment (step 5) (Crick & Dodge, 1994; Dodge, 1986; Dodge
& Crick, 1990; Dodge, Pettit, McClaskey, & Brown, 1986). In his 1986 review of evidence
supporting SIP, Dodge noted that four conclusions were supported. First, problems with SIP
appeared to be related to processing overloads. Second, each of the steps appeared to be
necessary but insufficient to explain social functioning (Dodge, 1986). Social problems appear to
result from problems in the interaction of two or more steps of the model (Crick & Dodge,
1994). Third, SIP processes appeared to occur sequentially. Fourth, problems may result from
omission, insufficient skill, or deviant bias in one of the processes (Dodge, 1986).
Dodge (1986) further hypothesized that all SIP together could meaningfully predict social
functioning in a specific context and that behavior in a given domain would be most strongly
predicted by processing measures in that domain. He investigated these hypotheses in two
studies. In the first experiment, a cross section of elementary school children and their teachers
completed SIP measures related to the 5 steps. Analysis revealed that together, SIP variables
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significantly predicted social functioning (Multiple R = .58), although the predictive power of
individual variables was small. Predictive power increased with the number of steps included in
analysis of behavior. Further, together the SIP processes meaningfully discriminated children’s
social status in specific situations. Dodge suggested that these results support the clinical utility
of his model (Dodge, 1986).
In the second experiment, elementary school children with identified problems with
deviant or aggressive behavior, matched controls and the students’ teachers completed SIP
measures. Analysis revealed that differences existed between children with social functioning
problems and their matched controls in all 5 SIP steps. Further, SIP process measures were
significantly associated with behavior in that domain. Dodge suggested that these results support
the hypothesis that domain specific SIP processes can predict behavior in that domain (Dodge,
1986).
In their 1987 study, Dodge and Coie investigated the contribution of SIP mechanisms in
explaining aggressive behavior in children. In this multi experiment study, the authors
hypothesized that proactive and reactive aggression could be reliably and validly distinguished.
Experiments 1 and 2 investigated this hypothesis. The authors further hypothesized that
reactively aggressive children would uniquely display hostile attribution biases and errors in
intention-cue interpretation (Dodge & Coie, 1987). These errors relate to steps 1 and 2 of the SIP
model, encoding and representation (interpretation) of cues (Crick & Dodge, 1994).
Experiments 3 and 4 investigated the second hypothesis. In experiment 3, attention biases in
elementary school children with teacher-reported aggressive behavior were investigated. The
participants’ interpretive and behavioral responses to visual social stimuli were elicited through
brief structured interviews. The authors found that accuracy in hostile intention cue detection
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was negatively correlated with aggressive behavior (p < .05). Further, individuals with
aggressive behavior were more likely to make hostile attributions to ambiguous stimuli (p < .05)
(Dodge & Coie, 1987). These findings support the hypothesis that problems with encoding and
interpretation in SIP can predict social functioning problems.
In their 1995 study, Zelli, Huesmann and Cervone extended the use of the SIP model to
explain differences in social behavior in young adults. The authors predicted that individuals
with high aggression would demonstrate greater recall in response to aggressive cues during
spontaneous processing in comparison to individuals with low aggression. Deliberate processing
was hypothesized to neutralize individual differences in processing. Greater recall in the
aggressive cue/spontaneous processing condition would suggest greater encoding of aggressive
stimuli by aggressive individuals consistent with step 1 (i.e., encoding) of the SIP model.
Participants were assigned to either a spontaneous or deliberate processing condition and asked
to memorize sentences presented on slides. Individuals in the spontaneous processing condition
received no further instructions and individuals in the deliberate processing condition received
additional instructions to interpret the intent of the actors described in the stimulus material.
Participants then read the potentially hostile and neutral stimulus statements, completed and
interference task, and were asked to recall the sentences. At recall, participants received a list of
cue words with half the potentially hostile sentences cued by dispositional words and half by
situational words. Participants then completed a 3-item scale measuring physical aggression
(Zelli, Huessmann, & Cervone, 1995).
As expected, individuals in the high aggression group revealed greater recall when
prompted by aggressive cues in comparison to non-hostile cues in the spontaneous processing
condition (p < .01). In contrast, no significant differences between high and low aggression
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groups in recall based on hostile cues were found in the deliberate inference condition. Further
analysis revealed that individuals in the high aggression group recalled significantly less
information than the low aggression group in the non-hostile cue/spontaneous processing
condition (p < .01), although differences in recall of hostile cues/spontaneous processing
condition were not significant. The authors suggested that individuals with high aggression are
prevented from attending to other stimuli by focus on hostile stimuli (Zelli et al., 1995). Similar
results were reported by Linder, Werner and Lyle (2010) who found that measures related to
encoding and interpretation were predictive of relational aggression in young adults.
In their 1994 review of evidence related to the 1986 Social Information Processing (SIP)
model, Crick and Dodge (1994) noted that new evidence suggested that emotion and social
functioning are related. In their reformulated model, the authors continue to conceptualize social
information processing as a sequential process initiated by attention focus and the encoding of
environmental cues. The sequential steps were identified as encoding of cues, interpretation of
cues, clarification of goals, response access, response decision, and behavioral enactment. This
model modifies Dodge’s 1986 model by the insertion of an extra step, Clarification of
Goals/arousal regulation, between representation/interpretation of cues and response
search/access (Crick & Dodge, 1994). Goals are defined as “focused arousal states that function
as orientations to producing (or wanting to produce) particular outcomes” (Crick & Dodge, 1994,
p. 87) that may relate to internal or external states of being (Crick & Dodge, 1994). Emotion was
conceptualized as an internal stimulus that may be affected by any SIP process and was
characterized as an integral part of the SIP model. Moreover, during SIP, interactions between
social processing and long term memory may occur at each step, some steps may occur
simultaneously, and steps may interact (Crick & Dodge, 1994).

4

In their 2002 study, Dodge and colleagues investigated the validity and measurements of
SIP constructs. The authors identified four important cognitive factors corresponding to SIP
steps plus a separate emotion knowledge related factor. The SIP related factors were identified as
attribution bias (e.g., interpretation), goal setting (e.g., clarification of goals), response accessing
(e.g., response access), and response evaluation (e.g., response decision). These factors were
evaluated as predictors of aggressive behavior in a longitudinal study of elementary school
children in four geographically diverse settings. Analyses revealed four cognitive factors were
significantly and differentially related to prediction of aggressive behavior. It also suggested that
an emotion related factor explains variability beyond that accounted for by the four cognitive
factors (Dodge, Laird, Lochman, & Zelli, 2002). Similar findings were also reported by Dodge
and colleagues (1995) and Erdley and Asher (1996).
Given the developing evidence supporting emotion as an independent factor in the
prediction of social functioning, an alternate reformulation of the SIP model was suggested by
Lemerise and Arsenio (2000). In contrast to information processing models, this model
conceptualizes social functioning as involving both sequential and interactive processes. In this
model, interactions between emotion and long term memory moderate the six sequential social
information processes (including attention) described by Crick and Dodge in 1994. Lemerise
and Arsenio further proposed that emotion-related processes are embedded in each of the six
steps. They characterized emotion regulation as a process that varies on the level of the
individual and mediates access to social information stored in long term memory during social
information processing (Lemerise & Arsenio, 2000).
Lemerise, Gregory, and Fredstrom examined the interaction of SIP and emotion in their
2005 multivariate mixed design study of social functioning in elementary school children.
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Participants were assigned to one of four social adjustment groups (i.e., rejected/aggressive,
rejected/non-aggressive, average/non-aggressive, and popular/nonaggressive) based on limited
peer nominations and teacher reports on a rating scale of teacher-child interactions. SIP was
assessed through structured interviews eliciting responses to visual stimuli presenting
provocative social behavior. The provocateur’s emotions varied on three levels (i.e., happy,
angry, sad) and were assigned to one of two cue conditions (i.e., asked or not asked about the
provocateur’s emotion) and participant’s self-reports of SIP related variables were elicited and
assessed (Lemerise, Gregory, & Fredstrom, 2005).
Analyses revealed an interaction between provocateur’s mood and hostile attributions
(i.e., interpretation) was found with hostile attributions less likely when participants were cued to
provocateur’s mood in the happy and sad conditions (p < .01). An interaction was also found
between participant social role, cue condition, and response access/construction. Individuals
described as rejected/aggressive reported significantly less aggressive response construction
when cued to the provocateur’s mood (p < .01). The authors suggested that eliciting attention to
affective cues may facilitate greater flexibility in responding (Lemerise et al., 2005). Similar
results suggesting mood affects SIP variables were reported by Harper, Lemerise, and Caverly
(2010) and Crain, Finch, and Foster (2005).
Horsley, Orobio de Castro and Van der Schoot (2010) further examined the interaction of
attention and emotion in SIP. Adolescents were separated into two groups described as “low
aggressive” (Lo-A) and “high aggressive” (Hi-A), and viewed 10 series of 3 pictures and were
instructed to identify with one of two individuals in the vignettes. In each series, a consistent
initial picture was followed by a picture of an ambiguous, non-hostile, or hostile interaction.
Participants were asked to interpret the vignettes when cued by the final picture containing one
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of three emotion-valenced (i.e., neutral, sad or mean) responses. Attention was measured by
recording concurrent eye movements (Horsley et al., 2010).
Contrary to predictions, no significant difference in attention latency to hostile or nonhostile cues during initial viewing was found between the Hi-A and Lo-A groups. However, HiA group reported expected greater attribution of hostile intent (e.g., interpretation) than the Lo-A
group. Further examination of the data revealed a significant attention x emotion x group
interaction. Individuals in the Hi-A group reported greater latency when attending to nonhostile/neutral vignettes in comparison to other stimuli, and individuals in the Lo-A group
reported decreased latency when attending to hostile/mean vignettes in comparison to other
stimuli. As the authors noted in their discussion, these findings contrast with behavior predicted
by SIP. Specifically, the Hi-A group would be expected to show increased latency to hostile
vignettes. Of note, in their discussion the authors were unable to provide an explanation of these
findings consistent SIP and with the behavior of both groups (Horsley et al., 2010).
The validity of sequential SIP processes to predict behavioral symptoms depression was
investigated by Pössel and colleagues in their 2006 prospective study. Participants completed a
baseline measure of mood and participated in a low-mood induction protocol. Results of this
study failed to fully support social information processing as predicted by the SIP model. Only
one potential meditational relationship was supported; response evaluation and selection fully
mediated the relationship between response accessing and enactment. Of especial note, no
significant relationship was found between encoding (attention) and social functioning. The
authors were unable to explain the discrepancy between the findings of this prospective study
and previous cross-sectional studies that fully supported the SIP model (Possel, Seemann,
Ahrens, & Hautzinger, 2006).
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SIP processes may explain some differences in individual variability in social functioning
not explained by contextual factors. Ziv and Sorongon (2011) hypothesized that individual
factors related to SIP would explain variability in social functioning beyond that accounted for
by contextual factors such as lower maternal education and exposure to crime and violence. In
this longitudinal study, 4 and 5 year olds completed the Social Information Processing Interview
and teachers completed a measure of child classroom behavior. To identify potential
developmental and contextual confounds, children completed the Woodcock-Johnson
psychoeducational battery to assess expressive language, and parents provided demographic
information. The authors found that response evaluation/decision (i.e., positive or aggressive)
accounted for significant prediction of aggressive behavior over time in addition to
developmental and contextual factors (p < .001) (Ziv & Sorongon, 2011).
Similar findings in adults were reported by Chen, Coccaro, Lee, and Jacobson (2011) in
their investigation of SIP, childhood trauma, and adult aggression. The authors found that
interpretation differences (i.e., hostile attribution bias) predicted differences in adult aggressive
behavior (p < .01) beyond that explained by contextual factors. Further, the role of emotion (i.e.,
negative emotion response) in predicting adult aggression was fully mediated by childhood
trauma and emotion did not predict aggression for individuals with low levels of childhood
trauma (Chen et al., 2011).
In response to the emerging importance of factors in addition to SIP processes (e.g.,
emotion and context) in the prediction of social functioning, Beauchamp and Anderson (2010)
proposed a revised biopsychosocial model of social information processing. Their SOCIAL
model characterizes social functioning as the outcome of processes in three cognitive domains
(i.e., attention-executive, communication, and socio-emotion) mediated by personality,
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developmental, and contextual factors. In this model, emotion regulation is included in the
attention-executive domain and conceptualized as a manifestation of attention/executive control,
(Beauchamp & Anderson, 2010).
As discussed above, understanding of social functioning has evolved. The SIP model
explained individual differences in social functioning as the result of differences in two or more
information processing steps. As evidence developed supporting a role for emotion regulation in
the prediction of social functioning, the original SIP model was modified to include this factor.
Subsequent studies generated evidence not fully consistent with Crick and Dodge’s 1994 SIP
model (Fontaine, 2010), and Lemerise and Arsenio (2000) suggested an alternate reformulation
of the SIP model may better fit the data. However, contextual factors not included in these
models also emerged as important in the prediction of social functioning. Beauchamp and
Anderson responded to the emerging evidence by proposing their biopsychosocial SOCIAL
model (Beauchamp & Anderson, 2010) which accounts for the roles of cognitive,
developmental, and contextual factors in the prediction of social functioning.
Attention Regulation
Social functioning problems have been associated with problems with attention
regulation in individuals with Attention Deficit/Hyperactivity Disorder (AD/HD) (Barkley, 2009;
Mikami, Lee, Hinshaw, & Mullin, 2008; Monuteaux, Faraone, Gross, & Biederman, 2007). In
1997 Barkley hypothesized that AD/HD is best characterized “as a deficit in behavioral
inhibition” (Barkley, 1997, p. 75). This core deficit is hypothesized to affect four domains:
working memory (the ability to hold and manipulate information over time in conscious
awareness); self-regulation (management of emotion reactivity and intensity); internalization of
speech (perception, understanding, and use of verbal rules for behavior); and reconstitution (the
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use of verbal rules to create and implement responses). Barkley hypothesized that behaviors
diagnostic of AD/HD (e.g., problems inhibiting responses, with goal directed responses, or with
task re-engagement) are associated with problems with behavioral inhibition both directly and
indirectly, mediated by one of the four mediating domains (Barkley, 1997).
These domains may be considered to parallel SIP processes. Working memory parallels
encoding and interpretation of cues; self-regulation parallels clarification of goals; internalization
of speech and reconstitution parallel response access, response decision, and behavioral
enactment. Given the similarity of these processes, it would be reasonable to expect that
individuals with AD/HD are at significant risk for social functioning problems.
Mikami, Lee, Hinshaw and Miller investigated the relationship between SIP and
aggression in girls with and without AD/HD in their 2008 longitudinal study. Adolescent girls
were assessed at baseline and four year follow-up. Participants, parents and teachers completed
measures of social functioning, aggression, and verbal IQ. Analyses revealed that after
controlling for verbal IQ, there were no significant differences between girls with AD/HD and
the comparison group related to SIP. The authors suggested that aggression in girls with AD/HD
may be better explained by variables not included in SIP processes (Mikami et al., 2008). Similar
results were reported by Graziano, Geffken, and McNamara (2011) who found that children with
AD/HD and social functioning problems can be differentiated from children with AD/HD
without social functioning problems by atypical behaviors in addition to externalizing symptoms
and AD/HD symptom severity.
Barkley and Murphy (2006) further developed the 1997 model in their clinical workbook
for AD/HD. The authors describe AD/HD as primarily characterized by a failure in attention
regulatory processes including inhibition, selection, and persistence of attention to tasks.
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However, they also suggest that other difficulties may be associated with these core problems
including difficulties with working memory, internalization of speech, emotion regulation, goal
directed behavior, and with variability of behavior (Barkley & Murphy, 2006). This
characterization of AD/HD is consistent with Barkley’s 1997 work. However, there are also
important differences. For example, in 2006, Barkley and Murphy expanded the core deficit to
include problems with attention selection and persistence in addition to inhibition. Further,
although the 1997 model appears to suggest that the five equally likely direct and indirect paths
through which attention problems affect behavior, the 2006 clinical characterization presents the
direct effects of attention regulation problems as primary effects and behavioral influences of the
four mediating domains as secondary (i.e. possible but not required) effects.
Characterization of AD/HD based on Barkley’s and Barkley and Murphy’s work
discussed above was further developed by Brown (2008) who explicitly described AD/HD as a
“developmental impairment of executive functions” (Brown, 2008, p. 407). Executive
functioning (EF) refers to the process by which an individual organizes, plans, and executes goal
directed behavior (Brown, 2008). Brown further suggests that difficulties associated with
AD/HD may be found in any of six areas associated with executive functioning: goal directed
behavior, selective attention to tasks, sustained attention to tasks, emotion regulation, working
memory (including interactions with long term memory), and self-monitoring (Brown, 2008). As
the author notes, this definition differs from the characterization of AD/HD in the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR) American
Psychiatric Association, by the inclusion of additional associated deficits such as emotion
regulation (American Psychiatric Association, 2000; Brown, 2008).

11

As discussed above, it has been hypothesized that individuals with clinically significant
attention difficulties (AD/HD) can be described as individuals with executive functioning
deficits and would therefore be expected to experience problems in regulation of behavior,
including emotion regulation (Barkley, 2009; Barkley & Murphy, 2006; Brown, 2008). Kessler
and colleagues examined the association of items describing functional correlates of these
problems with adult AD/HD status as defined by the DSM-IV. Participants (n = 345) included
individuals from a nation-wide survey (n = 131) and from a managed health care plan (n=214)
that completed AD/HD related self-reports and clinical interviews. Based on these measures,
individuals were assigned to one of 3 groups: “narrowly defined” (meeting full DSM-IV
childhood and adulthood criteria, n = 55); “broadly defined” (meeting full DSM-IV adult criteria
and some childhood criteria, n = 35); and “others” (n = 255). Participant responses to items from
a semi-structured clinical interview, the Adult AD/HD Clinical Diagnostic Scale (ACDS), were
recorded. The ACDS includes both items consistent with DSM-IV diagnostic criteria for
AD/HD, as well as items consistent with the characterization of AD/HD as impairment in EF
(Kessler et al., 2010).
Analysis revealed that 24 of the 38 items were significantly associated with individuals
with either narrowly or broadly defined AD/HD in comparison to others (p < .05). Factor
analysis revealed that items associated with either narrowly or broadly defined AD/HD were best
characterized by three factors which the authors described as “Executive Functioning”,
“Inattention/hyperactivity”, and “Impulsivity” (Kessler et al., 2010). Similar results were
reported in Willcut and colleagues’ 2005 meta-analysis of studies investigating the association
between AD/HD and EF. Of note, the items that failed to differentiate groups included four
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items consistent with DSM-IV symptoms of hyperactivity and three items related to emotion
regulation (Kessler et al., 2010).
Rinsky and Hinshaw (2011) investigated the relationship between AD/HD, EF, and social
functioning in adolescents. In this longitudinal study, girls with AD/HD (n = 140) and a matched
control group (n = 88) were evaluated in childhood and, 5 years later, in adolescence.
Participants completed performance tests of EF, and their parents and teachers completed rating
scales of social functioning. Participants and their parents also completed structured interviews,
checklists, and rating scales measuring internalizing and externalizing symptoms. Analysis
revealed that for girls with AD/HD, EF predicted social functioning (p < .05) and comorbid
psychopathology mediated the relationship between childhood EF and adolescent social
functioning (p < .01). The authors concluded that these results suggest that EF problems
represent additional risk, independent of AD/HD symptoms, in the prediction of social
functioning. They also suggest that psychopathology is related to social functioning (Rinsky &
Hinshaw, 2011).
Understanding of the relationship between AD/HD, EF, and social functioning was
further developed by Barkley and Murphy (2010). In this study, adults with AD/HD (n = 146), a
clinical control group (n = 97) and a community control group (n = 109) completed structured
clinical interviews and self-report rating scales of AD/HD symptoms and social functioning.
Participants also completed a measure of IQ and performance and self-report measures of EF.
Analysis revealed that self-reports (3 of 5 subscales) of EF explained 63% of the variance in
clinician ratings of participant social functioning. However, employer ratings and structured
clinical interviews of participant social functioning was typically related to only one EF subscale
and the variance explained ranged from 5% to 22%. Performance tests of EF showed weaker
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association with social functioning and accounted for 21% of clinician ratings of participant
social functioning and 2% to 19% of employer ratings and structured clinical interviews. The
authors concluded that these data support the relationship of EF ratings to social functioning.
They further suggested that the weaker associations revealed between EF performance measures
and social functioning suggest that EF is differentially related to performance and self-report
measures (Barkley & Murphy, 2010).
Emotion Regulation
Emotion regulation may be understood at the adaptive modulation of emotions in order to
achieve individually and contextually appropriate goals (Gratz & Roemer, 2004). The four
factors conceptualized by Gratz and Roemer as the mechanisms of regulation include emotion
awareness and understanding; acceptance; impulse control and goal directed behavior in the
context of negative emotions; and flexible use of contextually appropriate strategies to modulate
emotion responses in goal-directed actions (Gratz & Roemer, 2004). Support for this
conceptualization has been found in clinical and non-clinical adult and adolescent samples, and
difficulties in emotion regulation have been associated with clinically significant internalizing
and externalizing problems (Gratz & Roemer, 2004; Neumann, van Lier, Gratz, & Koot, 2010).
Gratz and Roemer’s (2004) conceptualization of emotion regulation may be considered
as similar to Barkley’s 1997 characterization of AD/HD deficit domains, with important
differences. Emotion awareness/understanding parallels the AD/HD domain of working
memory/conscious awareness; acceptance parallels the AD/HD domain self-regulation; impulse
control and goal directed behavior in the context of negative emotions parallels the AD/HD
domain of internalization of speech; and flexible use of contextually appropriate strategies to
modulate emotion responses in goal-directed actions parallels the AD/HD domain of
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reconstitution. However, Gratz & Roemer characterize their processes as simultaneous and
independent. In contrast, Barkley proposed a hierarchical model in which these problems are
effects of underlying problems with attention (Barkley, 1997; Gratz & Roemer, 2004).
Gratz and Roemer’s (2004) conceptualization of emotion regulation suggests that
emotion regulation difficulties may result from deficits in any or all of these domains. Aldao and
Nolen-Hoeksema (2010) examined correlations between adaptive and maladaptive emotion
regulation strategies and psychopathology in an undergraduate sample. Two adaptive and two
maladaptive strategies empirically supported as protective and risk factors respectively for
psychopathology were selected for study, and associations with two internalizing and one
externalizing disorder were examined. Interestingly, maladaptive strategies loaded to a greater
extent than adaptive strategies on the construct emotion regulation as associated with clinically
significant psychological difficulties. The maladaptive strategies, brooding (standardized
coefficient = .90) and pondering (standardized coefficient = .60), both loaded on the construct of
emotion regulation. One adaptive strategy, reappraisal, was revealed to have a small but critical
negative load (standardized coefficient = -.17). The other adaptive strategy studied, problem
solving, did not load on to emotion regulation. The authors suggested that increased use of
maladaptive strategies may be important in psychopathy. They also suggested that the pattern of
results also supported a transdiagnostic role for emotion regulation strategies in psychopathology
(Aldao & Nolen-Hoeksema, 2010).
The pattern of results in the 2010 Aldao and Nolen-Hoeksema study were supported by a
2010 meta-analysis by Aldao, Nolen-Hoeksema, and Schweizer. In this meta-analysis,
relationships between six emotion regulation processes with empirically established relation to
psychopathology and four psychopathologies (2 externalizing and 2 internalizing) that have been
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theoretically linked to emotion regulation difficulties were examined. Large effect size was
found for rumination (r = .49), medium effect size was found for avoidance (r = .38) and
suppression (r = .34). Reappraisal was found to have a small to medium effect (r = -.14). In
contrast with the Aldao and Nolen-Hoeksema’s 2010 study, problem solving was found to have a
medium effect (r = -.31) in this meta-analysis. However, examination of the individual studies
revealed that reported effect sizes were mixed and varied with the scale used, with one scale
revealing no predictive power of problem solving for psychopathology (Aldao et al., 2010).
Similar results suggesting an association between emotion regulation processes and
psychopathology were reported by Garnefski, Kraaij, and van Etten (2005).
Of note, the emotion regulation processes empirically identified in Aldao and colleagues
(2010) are consistent with the construct as proposed by Gratz & Roemer (2004). Specifically,
“suppression” and “avoidance” may be interpreted as lack of emotion awareness and
understanding; “acceptance” is consistent with the model; “rumination,” “brooding,” and
“pondering” may be interpreted as lack of impulse control and goal directed behavior in the
context of negative emotions; and “reappraisal” and “problem solving” may be interpreted as
examples of flexible use of contextually appropriate strategies to modulate emotion responses in
goal-directed actions. As the variability of descriptive terms used suggests understanding of the
construct of emotion regulation is still emerging and a generally shared model has not yet been
established.
There is some evidence that emotion regulation contributes to the prediction of social
functioning independent of attention. In their 2007 study, Wilkowski and colleagues investigated
the temporal order of SIP related attributions and conscious attention in the context of trait anger.
Adults were assessed on trait anger and participated in a performance measure of attention
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during completion of a visual SIP task. In these tasks, participants viewed ambiguous scenes
embedded with either hostile or non-hostile cues. First pass gaze duration during the task and
trait scores were calculated (Wilkowski et al., 2007).
The authors noted that results revealing preferential attention to hostile cues by
individuals with high trait anger would support the attention-first SIP model. Alternatively,
preferential attention to non-hostile cues by individuals with high trait anger would support
automatic, emotion-based processing. Analysis revealed longer gaze duration for non-hostile
cues by individuals with high trait anger. The authors suggested that in the context of trait-anger,
individuals make attributions before encoding cues and therefore the attributions are not
explained by SIP attention processes (Wilkowski et al., 2007).
In sum, emotion regulation has been conceptualized as consisting of four factors: emotion
acceptance; emotion awareness; impulse control and goal-directed behavior in the context of
negative emotions; and flexible use of contextually appropriate strategies. These processes are
proposed to be simultaneous and independent, and difficulties in emotion regulation may result
from problems in one or more of these areas (Gratz & Roemer, 2004). There is emerging
empirical support for this conceptualization (Aldao & Nolen-Hoeksema, 2010; Aldao et al.,
2010) and it appears that emotion regulation processes may affect social functioning (Wilkowski
et al., 2007).
Questions regarding the relationship of emotion regulation to social functioning remain.
Clinically significant mood disorders as defined by the DSM-IV-TR include impairment in one
or more important areas of functioning (American Psychiatric Association, 2000). However, the
social functioning effects of sub-clinical problems with emotion regulation are less well defined.
For example, there is some evidence that emotion regulation strategies are associated with social
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outcome. Gross and John examined the association of emotion regulation strategies and social
outcomes in their 2002 correlational study. Using self and others reports, the authors found that
habitual use of adaptive and maladaptive strategies were differentially associated with social
functioning outcomes. Similar results suggesting an association between strategies and social
functioning were reported by Gross (2002). Further, a growing body of evidence appears to
support associations between aggression and the emotion regulation domains of awareness,
acceptance, impulse control, and flexible use of strategies (Roberton, Daffern, & Bucks, 2012).
In contrast, a 2012 study of impulsivity by Schrieber, Grant, and Odlaug produced mixed results.
Schrieber, Grant and Odlaug (2012) studied the relationship between emotion
dysregulation and impulsivity in adults who reported gambling on at least 5 occasions in the past
12 months. Participants completed self-reports of emotion dysregulation and impulsivity.
Impulsivity was also measured through structured interviews, interview based rating scales, and
performance based assessments of psycho-motor impulsivity. Individuals with clinically
significant DSM-IV Axis I and gambling disorders were excluded (Schreiber et al., 2012).
The authors found that greater problems with emotion regulation were associated with
greater self-reported impulsivity (p <.05). However, no significant association was found
between emotion regulation and impulsive behaviors (e.g., money lost, alcohol/cannabis/nicotine
use) or psycho-motor performance. The authors suggested that exclusion of individuals with
clinically significant problems accounts for these results and suggests that self-reported
impulsivity is an indicator of increased risk of clinically significant problems. Unexpectedly, the
authors also found an association between emotion regulation problems and harm avoidance.
The authors suggest that avoidance of negative stimuli represent a strategy to regulate emotions
(Schreiber et al., 2012).
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Attention, Emotion, and Social Functioning
Concurrent problems with attention and emotion regulation have been associated with
problems with social functioning in children and adults (Biederman, 2005; Wehmeier et al.,
2010). In their 2008 study, Wahlstedt, Thorell, and Bohlin investigated the association of
AD/HD related symptoms and social functioning. Participants (n = 87) in this longitudinal study
included individuals with higher numbers of AD/HD symptoms and poor EF (ADHD/EF, n =
16); higher numbers of AD/HD symptoms and good EF (ADHD, n = 19); lower numbers of
AD/HD symptoms and poor EF (EF, n = 17); and lower numbers of AD/HD symptoms and good
EF (comparison, n = 35). During the initial testing and two year follow-up, the children
completed measures of EF and intelligence. Teachers rated AD/HD symptoms at both time
points and teachers and parents rated psycho-social functioning at 2 year follow-up (Waldstedt,
Thorell, & Bohlin, 2008).
After controlling for age, sex, and socio-economic status, analysis revealed expected
associations with large and medium effects between higher number of AD/HD symptoms and
emotion regulation (p < .001, η2 = .18) and between higher number of AD/HD symptoms and
social functioning (p < .01, η2 = .12). In contrast, after controlling for intelligence, no significant
effects of EF on behavioral ratings of inattention were found. Further, EF effects did not explain
variance in emotion regulation beyond that accounted for by number of AD/HD symptoms
(Waldstedt et al., 2008). The authors noted that only main effects and no interactions were
identified for AD/HD and EF and suggested that predictions based on AD/HD symptoms
encompass a wider range of problems than those based on EF.
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The relationship between emotion, attention, and social functioning was also examined
by Biederman and colleagues’ 2012 longitudinal, prospective study of children and adolescents
(6 to 18 years of age) with (n = 280) and without (n = 242) diagnosis of AD/HD. Participants
were recruited from a pool of individuals recruited for other longitudinal studies of families with
AD/HD and came from both clinical and community samples. Mothers and children older than
12 years of age participated in structured interviews, and parents completed checklists and rating
scales rating concerning their child’s social and emotion functioning at baseline and follow-up
assessments. Boys were assessed at 4-year follow-up and girls were assessed at 5-year follow-up
(Biederman, Spencer, et al., 2012). Comparing individuals’ functioning at baseline and follow-up
and found that 57% of individuals identified with ADHD/ Deficient Emotion Self-Regulation
(DESR) at baseline continued to meet criteria at follow-up. Additionally, 28% of individuals
identified with AD/HD without DESR (ADHD) at baseline met criteria for ADHD/DESR at
follow-up. Interestingly, no individuals who met criteria for AD/HD at baseline but not at
follow-up also met criteria for DESR at follow-up (Biederman, Spencer, et al., 2012).
Analysis revealed that individuals identified with ADHD/DESR had poorer social
functioning at baseline than individuals in the ADHD and Control groups (p < .0001). However,
no significant difference in social functioning between individuals in the ADHD/DESR and
ADHD groups was found at follow-up due to poorer ratings for the ADHD group. Ratings of
family functioning mirrored the broader social ratings, and ratings for the ADHD/DESR family
interactions were poorer (p < .05) than for the ADHD group at baseline, but not at follow-up.
Ratings for both groups at follow-up revealed higher family conflict (p < .001) and lower
cohesion (p < .001) than for the Control group (Biederman, Spencer, et al., 2012). Similar results
were reported by Biederman, Petty and colleagues (2012) and Spencer and colleagues (2011).
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Biederman and colleague’s (2012) findings suggest that the presence of DESR varies
independent of and is associated with attention problems. Further, it appears that the presence of
DESR in addition to attention problems predicts earlier presence of social functioning problems
but not severity of social functioning problems over time.
The relationship between emotion and attention regulation in adults was examined by
Surman and colleagues’ 2011 study. Participants (n = 329) included individuals between 18 and
55 years of age with and without AD/HD and their siblings. Participants completed structured
clinical interviews and rating scales (Surman et al., 2011).Analysis of a subset of participants (n
= 87) with information regarding adult sibling symptoms of AD/HD and DESR revealed that
sibling ADHD/DESR was associated with participant AD/HD status. Sibling ADHD/DESR was
found in significantly more siblings of participants with ADHD/DESR than in siblings with
AD/HD (p < .01) or siblings of the comparison group (p < .001). In contrast, ADHD/DESR was
not found in siblings of individuals without AD/HD (Surman et al., 2011).
Surman and colleagues proposed that this pattern of results is best explained by the
hypothesis that AD/HD with DESR is either a distinct subtype of AD/HD or a separate
condition. The authors further suggest that the results failed to support five other possible
explanations: that DESR is an associated symptom of ADHD; that AD/HD and DESR are
independent and co-occur by chance; that the combination represents a greater severity of the
AD/HD; that the combination is due to environmental effects outside of the family context; or
that the combination is a heritable, familial disorder (Surman et al., 2011). These findings are
consistent with the conceptualization of emotion regulation as independent, simultaneous
processes as proposed by Gratz and Roemer (2004).
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Hypotheses
Understanding is emerging from the literature that for individuals with clinically
significant mood and attention problems, emotion and attention regulation are related to each
other and to social functioning. However, the relationship of emotion and attention regulation to
each other is unknown. An explanation has been proposed that characterizes attention as
necessary and sufficient to explain difficulties in emotion regulation (Barkley, 1997).
Alternately, problems in attention have been characterized as possibly sufficient but not
necessary to explain difficulties in emotion regulation (Gratz & Roemer, 2004). Further, the
nature of the association of attention and emotion regulation with social functioning in typically
maturing adults is unclear.
The purpose of the present investigation is to examine the relationship between attention
regulation, emotion regulation, and social functioning. Participants will be administered
measures of attention and emotion regulation, social functioning, and a demographic
questionnaire. It is hypothesized that emotion and attention regulation in typically maturing
adults will be related to each other and to social functioning. It is also hypothesized that emotion
and attention regulation each offer unique contribution to explaining variability in social
functioning.
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METHOD
Participants
Students (n = 121) 18 years of age or older were recruited from a campus of a
southeastern state university. Sample size was determined a-priori assuming a medium effect
size (.15 ≤ f2 < .35) and power = .80. Individuals received experimental participation credit and a
$10 Starbucks gift card was awarded to two participants selected using a random number
generator.
Measures
Barkley adult ADHD rating scale IV
The Barkley Adult AHDH Rating Scale – IV (BAARS-IV) is a measure of symptoms
associated with DSM-IV diagnosis of AD/HD in adults ages 18 to 81 years. Individuals rate the
frequency of behaviors related to AD/HD on a Likert scale. Ratings are summed to calculate four
subscales (i.e., ADHD Inattention, ADHD Hyperactivity, AHDH Impulsivity, and Sluggish
Cognitive Tempo) and a Total score. The measure has been shown to have adequate reliability
and validity in adults 18 to 89 years of age. Reliability for the Total Current Symptoms score has
been calculated at α = .92 and test-retest reliability at 2-3 weeks is .75 (Barkley, 2012a) (see
Appendix B).
Difficulties in emotion regulation scale
The Difficulties in Emotion Regulation Scale (DERS) is a measure of conceptually and
empirically derived factors of emotion regulation. The 36-item self-report questionnaire asks
individuals to rate the frequency of behaviors related to emotion regulation on a 5 point Likert
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scale. Ratings are summed to calculate six subscales (i.e., Nonacceptance, Goals, Impulse,
Awareness, Strategy, and Clarity) and a Total score. The measure has been shown to have
adequate reliability and validity in adults 18 to 55 years of age. Reliability for the Total score (α
= .93) and for each subscale (α > .80 for each) was calculated (Gratz & Roemer, 2004). In
adolescents ages 11 to 17 years of age, the measure also appears to have adequate reliability and
validity. For the subscales, and average α of .81 has been calculated (Neumann et al., 2010) (see
Appendix A).
Barkley functional impairment scale
The Barkley Functional Impairment Scale (BFIS) is an empirically developed, general
population-normed measure of social functioning in adults ages 18 to 89 years. Individuals rate
perceived functional impairment 15 domains on a 9-point Likert scale. Percent of domains
impaired and mean impairment scores are also calculated. The measure has been shown to have
adequate reliability and validity. Reliability for the Total Current Symptoms score has been
calculated at α = .97 and test-retest reliability at 2-3 weeks is .72 for Mean Impairment and .53
for Percent Domains Impaired (Barkley, 2012b) (see Appendix C).
World Health Organization Quality of Life
The World Health Organization Quality of Life (WHOQOL) is a measure of subjective
functioning defined as “individuals' perceptions of their position in life in the context of the
culture and value systems in which they live and in relation to their goals, expectations,
standards and concerns” (World Health Organization, 1998, p. 3). Individuals rate their
perception of their own functioning on a 5 point Likert scale. Six domain scores (i.e., physical,
psychological, level of independence, social relationships, environment, and spirituality), 24
facet scores relating to aspects of the domains, and one overall score are calculated. Adequate
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validity (.71 ≤ α .86) and reliability (.68 ≤ Pearson r ≤ .95) for domain scores have been reported
(World Health Organization, 1998) (see Appendix D).
Demographic questionnaire
Participants were asked to complete a self-report multiple choice demographic
questionnaire (e.g., gender; race; maternal and paternal education/occupation; self, maternal and
paternal psychotropic medication status) (see Appendix E).
Procedures
Following institutional review board (IRB) approval, individuals were recruited from
University classes and offered experimental participation credit and an opportunity to be one of
two participants randomly awarded a $10 Starbucks gift card. A secure online link was then sent
to participants. Consent documents were presented first, followed by a demographic
questionnaire. Individuals who did not consent to participate or who endorsed items indicating
that they are less than 18 years of age or not a student at the University exited the study
immediately. Attention, emotion, and social functioning measures were then presented in
randomized order and data was de-identified prior to analysis.
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RESULTS
Variable Calculation
Following data collection, summary scales were calculated for the DERS, BAARS,
WHOQOL100, and BFIS using procedures specified by the measures’ scoring instructions
(Barkley, 2012a, 2012b; Gratz & Roemer, 2004; World Health Organization, 1998). Participants
with missing item responses necessary to calculate summary scales were excluded from analysis.
Of the total responses, 9% were excluded from analysis. This is consistent with evidence
suggesting 10% of responses in an experimental preparation may be characterized by careless
responding (Meade & Craig, 2012). Of note, the WHOQOL100 measure provided by the World
Health Organization was discovered to be missing item number F102. Scoring instructions
specified that the related summary variables (i.e., activ facet and IND domain scores) may be
calculated by omitting one item response and provided the formula for the calculation (World
Health Organization, 1998). The affected summary scales were therefore considered valid and
were calculated. However, these affected summary scores were not related to the current study
and the missing item did not affect outcome measures used in this study.
Participant family socio-economic status (SES) was calculated using the four factor (i.e.,
education, occupation, sex, and marital status) method described by Hollingshead (1975).
Information provided by participants regarding the household in which they reside when not at
school was used for this calculation. Family SES for participants who reported living with
parents was calculated from parent information. For participants who reported living with
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another family member, family SES was calculated from information provided regarding that
family member. For participants who reported living independently when not at school, family
SES was calculated based on reported information for their family of origin. Each parent or other
head of household received an occupation score out of a possible range of 1 to 9 based on
categories provided by Hollingshead (1975). Education scores were then assigned out of a
possible range of 1 to 7 based on categories provided by Hollingshead (1975). In this sample,
education scores ranged from 2 to 7 with a mode and mean of 6. Hollingshead defines this
category as individuals who have achieved standard college or university graduation
(Hollingshead, 1975)). For individuals living in a household with one parent with income based
on current or former participation in the work force, SES was calculated by the formula SES =
(occupation score x 5) + (education score x 3). For individuals living in a household with two
parents with income based on current or former participation in the work force, SES was
calculated by the formula SES = (father((occupation score x 5) + (education score x 3)) +
mother((occupation score x 5) + (education score x 3)))/2 (Hollingshead, 1975).
Cronbach’s alpha for this sample was calculated for each of the scales used in planned
analyses and compared with alpha reported for each measure (Table 1). All alphas calculated for
the sample were acceptable with the exception of alpha for the BFIS, which was in the
questionable range. Given that alpha in the excellent range has been reported for this scale and
that this scale has been described as characterizing a single factor (Barkley, 2012b), correlations
among the domain scores were examined. Inter-item correlations ranging from -.14 to .99 were
calculated in this sample. In comparison, inter-item correlations ranging from .34 to .77 were
reported by Barkley (Barkley, 2012b).
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Statistical Considerations
Tests for violation of statistical assumptions and for potential correlations among
variables were completed and data were examined for outliers. Assuming a medium effect size
and alpha of .05, this sample is sufficient to provide adequate power of .80.
Skewness and kurtosis
Values for skewness, kurtosis, and their standard errors were calculated and transformed
into z scores using the formula described by Tabachnick and Fidell (Tabachnick & Fidell, 2012).
At p =.05 in a 2-tailed test of significance, six measures fell above the cutoff score of z = 1.96 for
statistically significant skewness (i.e., Lack of Emotional Clarity; Nonacceptance of Emotional
Responses; Limited Access to Emotion Regulation Strategies; Sum Inattention; BFIS MI; and
BFIS PI) and one measure fell above the cutoff for statistically significant kurtosis (i.e., BFIS
PI). Data were further examined using histograms, normal probability plots, and box plots.
Visual inspection of histograms for scales with statistically significant skewness and kurtosis
revealed broadly distributed histograms for the DERS and BAARS scales and notable positive
skew for the BFIS MI and PI histograms. These scales were further examined through visual
inspection of normal probability plots. These plots revealed reasonably straight lines, suggesting
normal distributions. Based on these observations, data were not transformed (Tabachnick &
Fidell, 2012).
Correlations
Data were analyzed using Pearson correlations (Table 2). DERS subscales with
correlations r ≥ .7 were excluded from analysis due to possible multicollinearity. Specifically, on
the DERS, the subscales Limited Access to Emotion Regulation Strategies and Impulse Control
Difficulties were revealed to have correlation r = .779 (p ≤ .01). Inspection of the items included
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in each subscale revealed that the Impulse Control Difficulties was calculated from six items
related to overwhelming emotions and poorly controlled emotions and behaviors. Limited
Access to Emotion Regulation Strategies was calculated from eight items related to
overwhelming emotions, perceived inefficacy in emotional regulation, lack of coping skills,
hopelessness, and self-blame. In order to preserve the balance of item type characterizing
emotion regulation problems on this measure, these subscales were not combined into one scale.
The subscale Limited Access to Emotion Regulation Strategies was selected for inclusion in
further analysis and the subscale Impulse Control Difficulties omitted as the former offered a
broader definition of this study’s variable of interest.
In order to separately examine a range of factors that may contribute to difficulties in
emotion regulation, the five subscales without correlations r ≥ .7 (i.e., Lack of Emotional
Awareness, Lack of Emotional Clarity, Nonacceptance of Emotional Responses, Difficulties
Engaging in Goal Directed Behavior, and Limited Access to Emotion Regulation Strategies)
were selected to characterize difficulties in emotion regulation in further analyses. On the
BAARS, the variable Sum Inattention (i.e., Barkley ADHD Inattention scale) (Barkley, 2012a)
was calculated to have significant correlations with the related measure Inattention Symptom
Count (r = .749, p ≤ .01), and whether the individual was identified as having clinically
significant inattention (r = .821, p ≤ .01). To avoid potential problems with multicollinearity, the
scale identified by the measure author as measuring problems with inattention (i.e., Sum
Inattention) was therefore included as the single variable representing difficulties with
inattention in further analyses.
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Outliers
The data was examined for outliers using Mahalanobis Distances. Critical values for
Mahalanobis distance at α = .001 were identified for each model based on values provided by
Tabachnick and Fidell (2012). Maximum Mahalanobis distance for the model predicting the
WHOQOL100 Social domain score was calculated to be 23.828, less than the critical value of
24.32 for a model with 7 independent variables (Tabachnick & Fidell, 2012), indicating that
multivariate outliers were not present. For the model predicting the WHOQOL100 Overall facet
score, maximum Mahalanobis distance was calculated to be 24.431, less than the critical value of
26.13 for a model with 8 independent variables (Tabachnick & Fidell, 2012), indicating that
multivariate outliers were not present. For the model predicting the BFIS MI score, maximum
Mahalanobis distance was calculated to be 23.894, less than the critical value of 26.13 for a
model with 8 independent variables (Tabachnick & Fidell, 2012), indicating that multivariate
outliers were not present. For the model predicting the BFIS PI score, maximum Mahalanobis
distance was calculated to be 22.316, less than the critical value of 22.46 for a model with 6
independent variables (Tabachnick & Fidell, 2012), indicating that multivariate outliers were not
present.
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Table 1
Cronbach’s Alpha
Sample n

Sample alpha

Reported alphaa

Lack of Emotional Awareness

115

.87

.80

Lack of Emotional Clarity

118

.84

.84

Nonacceptance of Emotional

118

.93

.85

116

.88

.89

117

.92

.88

114

.90

.90

Social domain

115

.73

.71

Overall facet

117

.84

.84

115

.66

.97

Scale
DERS

Responses
Difficulties Engaging in Goal
Directed Behavior
Limited Access to Emotion
Regulation Strategies
BAARS
Sum Inattention
WHOQOL100

BFIS
a

(Barkley, 2012a, 2012b; Gratz & Roemer, 2004; World Health Organization, 1998)
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Table 2
Correlations
LEA

LEC

NEA

DEGDB

ICD

LAERS ODEF

SI

ISC

CSI

SOC

OVL

MI

PI

LEA

1

.565**

.230*

.026

.132

.281**

.492**

.253**

.192*

.233* -.430** -.455**

.362**

.323**

LEC

.565**

1

.542**

.425**

.553**

.613**

.809**

.450**

.392**

.374** -.396** -.420**

.524**

.476**

NEA

.230*

.542**

1

.475**

.663**

.665**

.809**

.292**

.250**

.222* -.261** -.268**

.292**

.230*

DEGDB

.026

.425**

.475**

1

.563**

.612**

.682**

.395**

.290**

.290**

-.066

.333**

.318**

ICD

.132

.553**

.663**

.563**

1

.779**

.816**

.288**

.327**

.196* -.258** -.247**

.408**

.316**

LAERS

.281**

.613**

.665**

.612**

.779**

1

.897**

.318**

.339**

.238* -.357** -.317**

.459**

.374**

ODEF

.492**

.809**

.809**

.682**

.816**

.897**

1

.438**

.390**

.361** -.418** -.381**

.528**

.450**

SI

.253**

.450**

.292**

.395**

.288**

.318**

.438**

1

.749**

.821**

-.205* -.321**

.526**

.404**

ISC

.192*

.392**

.250**

.290**

.327**

.339**

.390**

.749**

1

.445**

-.231* -.308**

.504**

.323**

CSI

.233*

.374**

.222*

.290**

.196*

.238*

.361**

.821**

.445**

1

-.125

-.209*

.400**

.290**

SOC

-.430** -.396**

-.261**

-.100 -.258**

-.357** -.418**

-.205*

-.231*

-.125

1

.744** -.539** -.409**

OVL

-.455** -.420**

-.268**

-.066 -.247**

-.317** -.381** -.321** -.308**

-.209*

.744**

1 -.654** -.474**

-.100

MI

.362**

.524**

.292**

.333**

.408**

.459**

.528**

.526**

.504**

.400** -.539** -.654**

1

.862**

PI

.323**

.476**

.230*

.318**

.316**

.374**

.450**

.404**

.323**

.290** -.409** -.474**

.862**

1

Note: LAE = Lack of Emotional Awareness; LEC = Lack of Emotional Clarity; NER = Nonacceptance of Emotional Responses; DEGDB =
Difficulties Engaging in Goal Directed Behavior; ICD = Impulse Control Difficulties; LAERS = Limited Access to Emotion Regulation
Strategies; ODEF = Overall Difficulties in Emotion Regulation; SI = Sum Inattention; ISC = Inattention Symptom Count; CSI = Clinically
Significant Inattention; SOC = WHOQOL100 Social domain score; OVL = WHOQOL100 Overall facet score; MI = BFIS Mean Impairment
score; PI = BFIS Percent Impaired score; Pearson correlations and 2-tailed significance were calculated; *Correlation is significant at the 0.05
level (2-tailed); ** Correlation is significant at the 0.01 level (2-tailed).
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Participant Characteristics
Of the 121 individuals who participated in this study, 77.7% were female and 22.3%
were male. 73.6% of participants identified as Caucasian, and 19.8% identified as AfricanAmerican. Of participants living with their parents when not at college, 60% reported living with
both parents, and 25% reported living with either their father or mother. For the 4% of
participants reported living with another family member, households were headed by siblings,
grandparents, or a spouse. As discussed above, 10% of participants reported living alone when
not in college and SES for these individuals was calculated from family data. In this sample,
occupation scores ranged from 1 to 9 with a mode and mean of 6 (sd = 2). Hollingshead defines
this category as individuals who are employed as technicians, semiprofessionals, and small
business owners (Hollingshead, 1975). Within a possible range of 8 (low) to 66 (high)
(Hollingshead, 1975), participant family SES was calculated to range from 17 to 66, with a mean
of 49.3 (sd = 10.5)(Table 3). The lower range of SES included families with parents with high
school or less education and employed in occupations rated as unskilled and semiskilled
workers; the mean included families with parents with some college or technical school and
employed as technicians, semiprofessionals, and small business owners; and the upper range
included families with parents with graduate degrees and employed as professionals and owners
of medium-to-large businesses.
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Table 3
Participant Characteristics
Group

Number

Percent

Female

94

77.7

Male

27

22.3

Total

121

100.0

Caucasian

89

73.6

African American

24

19.8

Hispanic/Latino(a)

4

3.3

Asian

3

2.5

Native American

1

0.8

Missing

1

1.0

Minimum

17

Maximum

27

Mean

19

n

120

Gender

Ethnicity

Age

SESa

a

Mean

49.34

Standard Deviation
(Hollingshead, 1975)

10.54

34

Emotion and Attention Regulation in Social Functioning
In order to examine whether emotion and attention regulation are related to each other,
correlations between these variables were examined. Pearson correlations were significant (p ≤
.01) and ranged from .253 ≤ r ≤ .450. In order to examine whether emotion and attention
regulation offer unique contribution to social functioning, hierarchical regressions were
conducted. Demographic variables significantly associated with social functioning were entered
in step 1, attention was entered in step 2, and emotion was entered in step 3. Social functioning
measures served as the dependent variables.
For the model predicting the WHOQOL100 Social domain score, Caucasian ethnic
identity was entered in step 1, Sum Inattention was entered in step 2, and Lack of Emotional
Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in Goal Directed
Behavior, Lack of Emotional Clarity, and Limited Access to Emotion Regulation Strategies were
entered in step 3 (Table 4). The model was significant (p < .001), attention accounting for an
additional 5.7% of the variance in social functioning as measured by ability and satisfaction with
ability to obtain what and how much an individual needs from personal relationships, social
supports, and sexual activity after accounting for demographic factors. After accounting for
demographic factors and attention, emotion accounted for an additional 18.3% of the variance in
social functioning. Examination of the coefficients revealed that Caucasian ethnic identity (p =
.031) and Lack of Emotional Awareness (p = .009) significantly contributed to explanation of the
variability in social functioning above variability shared with other variables in this analysis.
For the model predicting the WHOQOL100 Overall facet score, African-American and
Caucasian ethnic identity were entered in step 1, Sum Inattention was entered in step 2, and Lack
of Emotional Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in Goal
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Directed Behavior, Lack of Emotional Clarity, and Limited Access to Emotion Regulation
Strategies were entered in step 3 (Table 5). The model was significant (p < .001), and attention
accounted for an additional 12.5% in the variance in social functioning as measured by perceived
overall quality of life and health controlling for demographic factors After accounting for
demographic factors and attention, emotion accounted for an additional 18.2% of the variance in
social functioning. Examination of the coefficients revealed that Sum Inattention (p = .014),
Lack of Emotional Awareness (p = .008), and Difficulties Engaging in Goal Directed Behavior
(p = .049) contributed to explanation of the variability in perceived overall quality of life and
health above variability shared with other variables in this analysis.
For the model predicting the BFIS Mean Impairment score, gender and Caucasian ethnic
identity were entered in step 1, Sum Inattention was entered in step 2, and Lack of Emotional
Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in Goal Directed
Behavior, Lack of Emotional Clarity, and Limited Access to Emotion Regulation Strategies were
entered in step 3 (Table 6). The model was significant (p < .001), with attention accounting for
an additional 30.3% of the variance in social functioning as measured by self-perceived
impairment in functioning after controlling for demographic factors. After controlling for the
effects of demographic factors and attention, emotion accounted for an additional 10.3% of the
variance in self-perceived impairment in functioning. Examination of the coefficients revealed
that Caucasian ethnic identity (p = .002), gender (p = .003), and Sum Inattention (p < .001)
contributed to explanation of the variability in self-perceived impairment in functioning above
variability shared with other variables in this analysis. Lack of Emotional Clarity (p = .053)
approached significance.
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For the model predicting the BFIS Percent Impaired score, Sum Inattention was entered
in step 1 and Lack of Emotional Awareness, Nonacceptance of Emotional Responses,
Difficulties Engaging in Goal Directed Behavior, Lack of Emotional Clarity, and Limited Access
to Emotion Regulation Strategies were entered in step 2 (Table 7). The model was significant (p
< .001), attention explained 16.3% of the variance in the percent of 15 life domains in which an
individual indicates s/he has clinically significant difficulties functioning in the first model. After
controlling for attention, emotion accounted for an additional 13.8% of the variance in percent of
domains impaired. . Examination of the coefficients revealed that Sum Inattention (p = .026) and
Lack of Emotional Clarity (p = .045) contributed to explanation of the variability above
variability shared with other variables in this analysis.
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Table 4
WHOQOL100 Social Domain Model Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Sig. F Change

Change
1

.230a

.053

.044

2.427

.053

6.096

1

109

.015

2

.332b

.110

.094

2.363

.057

6.979

1

108

.009

3

.542c

.293

.245

2.157

.183

5.333

5

103

.000

Note: n = 109
a. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian
b. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention
c. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention,
Lack of Emotional Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in Goal Directed Behavior, Lack
of Emotional Clarity, Limited Access to Emotion Regulation Strategies
d. Dependent Variable: Social domain
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Table 5
WHOQOL100 Overall Facet Model Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Sig. F Change

Change
1

.208a

.043

.026

2.788

.043

2.451

2

108

.091

2

.410b

.168

.145

2.612

.125

16.035

1

107

.000

3

.592c

.350

.299

2.364

.182

5.725

5

102

.000

Note: n = 109
a. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian
b. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention
c. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention, Lack of Emotional Awareness,
Nonacceptance of Emotional Responses, Difficulties Engaging in Goal Directed Behavior, Lack of Emotional Clarity, Limited
Access to Emotion Regulation Strategies
d. Dependent Variable: Overall facet
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Table 6
BFIS Mean Impairment Model Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Sig. F Change

Change
1

.328a

.108

.091

1.6551

.108

6.510

2

108

.002

2

.641b

.410

.394

1.3517

.303

54.940

1

107

.000

3

.716c

.513

.475

1.2583

.103

4.293

5

102

.001

Note: n = 109
a. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)-Caucasian
b. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)Caucasian, Sum Inattention
c. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)Caucasian, Sum Inattention, Lack of Emotional Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in
Goal Directed Behavior, Lack of Emotional Clarity, Limited Access to Emotion Regulation Strategies
d. Dependent Variable: BFIS Mean Impairment Score
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Table 7
BFIS Percent Impaired Model Summaryc

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Change

Sig. F
Change

1

.404a

.163

.156

15.868

.163

21.263

1

109

.000

2

.549b

.301

.261

14.844

.138

4.112

5

104

.002

Note: n = 109
a. Predictors: (Constant), Sum Inattention
b. Predictors: (Constant), Sum Inattention, Lack of Emotional Awareness, Nonacceptance of Emotional Responses, Difficulties
Engaging in Goal Directed Behavior, Lack of Emotional Clarity, Limited Access to Emotion Regulation Strategies
c. Dependent Variable: BFIS Percent Impaired
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Interaction of Emotion and Attention Regulation in Social Functioning
In order to examine the interaction between attention and emotion in prediction of social
functioning, centered variables were created and hierarchical regressions were conducted.
Variables were centered to exclude variance that may be shared between variables from the
analysis (Tabachnick & Fidell, 2012). Centered variables for Sum Inattention and for each of the
DERS subscales used in the analyses were created by subtracting each individual’s score from
the mean score for that scale. The interaction terms were created by multiplying the centered
attention score by the centered score for the DERS subscale examined in a specific regression.
For each dependent variable, correlated demographic variables (if any) reported above
were entered in step 1, centered Sum Inattention and one of the five DERS subscales (i.e., Lack
of Emotional Awareness, Nonacceptance of Emotional Responses, Difficulties Engaging in Goal
Directed Behavior, Lack of Emotional Clarity, and Limited Access to Emotion Regulation
Strategies) were entered in step 2, and the interaction between attention and the DERS subscale
used in step 2 were then entered in step 3. Significant interactions were identified for each
outcome variable. Of note, the interaction of Sum Inattention and Nonacceptance of Emotional
Responses was significant for three of the four dependent variables and approached significance
for the fourth (Table 8).
Interaction data were plotted with emotion regulation on the X-axis and attention on the
Y-axis. Visual examination revealed that variability in responding appeared to increase as
reported attention problems increased. Moreover, the variability of the interaction terms
appeared to increase as the level of reported social functioning decreased. However, given the
variability in responding, these observations should be re-examined in another sample.
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Table 8
Interactions (Significance F Change)
Sum Inattention

Sum Inattention

Sum Inattention

Sum Inattention

Sum Inattention

X Lack of

X Lack of

X

X Difficulties

X Limited

Emotional

Emotional

Nonacceptance

Engaging in

Access to

Awareness

Clarity

of Emotional

Goal Directed

Emotion

Responses

Behavior

Regulation
Strategies

WHOQOL100 Social

.002

.297

.447

.166

.003

.661

.659

.011

.198

.078

BFIS Mean Impairment

.106

.633

.054

.068

.001

BFIS Percent Impaired

.074

.107

.030

.013

.011

111

114

114

112

113

domain

WHOQOL100 Overall
facet

n

Note: Bold p-values are significant at p ≤ .05 and italicized values approach significance.
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Analyses of Omitted DERS Subscale
In order to examine whether the omitted DERS subscale, Impulse Control Difficulties,
independently adds to understanding of emotion and attention regulation’s contribution to
understanding of social functioning, the analyses were repeated with Impulse Control Difficulties
as the emotion regulation factor. In order to examine if Impulse Control Difficulties and attention
are related, Pearson correlation was calculated. The correlation was significant (r = .288; p ≤
.01). In order to examine if Impulse Control Difficulties and attention independently contribute
to understanding of social functioning, hierarchical regressions were conducted.
For the models predicting the WHOQOL100 Social domain score (Table 9) and the
WHOQOL100 Overall facet score (Table 10), the addition of Impulse Control Difficulties to the
model after demographic factors and attention were entered was not significant.
For the model predicting the BFIS Mean Impairment score (Table 11), the addition of
Impulse Control Difficulties was significant (p =.004). After controlling for demographic factors,
attention accounted for 30.3% of the variance in social functioning as measured by selfperception of impairment in functioning in 15 domains of life. After controlling for attention,
impulse control explained an additional 4.3% of the variance. Examination of the coefficients
revealed that Caucasian ethnic identity (p = .001), gender (p = .003), and Sum Inattention (p <
.001) and Impulse Control Difficulties (p = .004) contributed to explanation of the variability
above variability shared with other variables in this analysis.
For the model predicting the BFIS Percent Impaired score (Table 12) the addition of
Impulse Control Difficulties to the model was significant (p = .016). Attention was entered in
step 1 and accounted for 16.3%. After controlling for attention, impulse control accounted for an
additional 4.4% of the variance in social functioning as measured by the percent of 15 life
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domains in which an individual indicates he has clinically significant difficulties functioning.
However, examination of the coefficients revealed that neither inattention nor impulse control
significantly contributed to explanation of the variability above variability shared by the
variables in this analysis.
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Table 9

WHOQOL100 Social Domain Model/Impulse Control Difficulties Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Change

Sig. F
Change

1

.230a

.053

.044

15.170

.053

6.151

1

110

.015

2

.332b

.110

.094

14.770

.057

7.044

1

109

.009

3

.365c

.133

.109

14.648

.023

2.814

1

108

.096

a. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian
b. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention
c. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention,
Impulse Control Difficulties
d. Dependent variable: WHOQOL100 Social domain
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Table 10

WHOQOL100 Overall Facet/Impulse Control Difficulties Model Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Change

Sig. F
Change

1

.208a

.043

.026

17.421

.043

2.473

2

109

.089

2

.410b

.168

.145

16.321

.125

16.185

1

108

.000

3

.423c

.179

.148

16.289

.011

1.426

1

107

.235

a. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian
b. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention
c. Predictors: (Constant), Which best describes your ethnic background? (choose all that apply)-African-American, Which best
describes your ethnic background? (choose all that apply)-Caucasian, Sum Inattention, Impulse Control Difficulties
d. Dependent variable: WHOQOL100 Overall facet
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Table 11

BFIS Mean Impairment/Impulse Control Difficulties Model Summaryd

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Change

Sig. F
Change

1

.328a

.108

.091

1.6550

.108

6.570

2

109

.002

2

.641b

.410

.394

1.3515

.303

55.454

1

108

.000

3

.673c

.453

.433

1.3073

.043

8.430

1

107

.004

a. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)Caucasian
b. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)Caucasian, Sum Inattention
c. Predictors: (Constant), What is your gender?, Which best describes your ethnic background? (choose all that apply)Caucasian, Sum Inattention, Impulse Control Difficulties
d. Dependent variable: BFIS Mean Impairment
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Table 12

BFIS Percent Impaired/Impulse Control Difficulties Model Summaryc

Mode

R

R Square

l

Adjusted R

Std. Error of

Square

the Estimate

Change Statistics
R Square

F Change

df1

df2

Sig. F Change

Change
1

.404a

.163

.156

15.867

.163

21.458

1

110

.000

2

.455b

.207

.192

15.520

.044

5.981

1

109

.016

a. Predictors: (Constant), Sum Inattention
b. Predictors: (Constant), Sum Inattention, Impulse Control Difficulties
c. Dependent variable: BFIS Percent Impaired
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DISCUSSION
Social functioning has been conceptualized as a complex interaction of factors including
attention and emotion regulation (Beauchamp & Anderson, 2010; Crick & Dodge, 1994;
Lemerise & Arsenio, 2000; Yeates et al., 2007). Consistent with the theorized existence of a
relationship between attention and emotion regulation, the hypothesis that these variables would
be related to each other in the prediction of social functioning was supported. As biopsychosocial
evidence has been developed, understanding of the relationship between attention and emotion
regulation in social functioning has evolved. Theories informed by this evidence have described
the relationship between attention and emotion regulation in social functioning in two ways. It
has been proposed that attention and emotion regulation may be characterized as sequential,
dependent processes. Alternately, it has been proposed that attention and emotion regulation are
simultaneous, independent processes (Barkley, 1997, 2009; Gratz & Roemer, 2004; Kessler et
al., 2010).
Results of the current study support the hypothesis that attention and emotion regulation
each offer a unique contribution to social functioning. Analyses based on WHOQOL100
measures suggested that attention regulation accounts for 5.7% - 12.5% (p ≤ .05) of variability in
social functioning after demographic factors have been explained, and that emotion regulation
accounts for 18.2% - 18.3% (p ≤ .05) of the variability in social functioning after accounting for
attention. This pattern of relationships is consistent with Domes and colleagues’ finding that
emotional-related responses can be elicited without the presence of conscious attention to a
stimulus (Domes et al.), suggesting that emotion and attention are independent constructs. The
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findings of the present study are also consistent with Fett and colleagues’ examination of the
contribution of neurocognitive (e.g., attention) and social cognitive (e.g., perception and
understanding of emotion) factors in predicting functional outcomes for individuals with severe
mental illness (Fett et al., 2011). In their meta-analysis, Fett and colleagues found that
neurocognitive factors accounted for 15% of the variance and social cognitive factors account for
23% of the variance in functioning for individuals with schizophrenia (Fett et al., 2011), and
Schmidt and colleagues reported similar results in a review of studies of individuals with
schizophrenia (Schmidt, Mueller, & Roder, 2011). In sum, our study suggests that attention and
emotion regulation are related independent processes, and that emotion regulation may
contribute more than attention regulation to understanding of differences in social functioning.
Further, our results suggest that different aspects of attention and emotion regulation may
be specifically associated with aspects of social functioning. For example, in explaining
variability in the WHOQOL100 Social domain (which asks about an individual’s ability and
satisfaction with ability to obtain what and how much an individual needs from personal
relationships, social supports, and sexual activity), Lack of Emotional Awareness explained
variability in addition to that shared with subscales characterizing other proposed aspects of
emotion regulation. This finding suggests that acknowledging and valuing one’s own feelings is
particularly important in effective social behavior. However, in explaining variability in the
WHOQOL100 Overall facet (which asks about general perceptions of overall quality of life and
health), more factors were salient. In this case, inattention, Difficulties Engaging in Goal
Directed Behavior, and Lack of Emotional Awareness explained variability in addition to that
characterized by other aspects of emotion regulation. These findings suggest that attention to
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social interactions and ability to engage in purposeful behavior when upset, as well as
acknowledging and valuing one’s own feelings are important in overall quality of life and health.
As discussed above, significant interactions were identified for each outcome variable. Of
note, the interaction of Sum Inattention and Nonacceptance of Emotional Responses was
significant for three of the four dependent variables and approached significance for the fourth.
This result is consistent with findings discussed above suggesting that attention and
nonacceptance of emotional responses are related to social functioning(Aldao et al., 2010;
Mikami et al., 2008). However, the relationship between attention and nonacceptance of
emotional response is unclear. Naifeh and colleagues examined the relationship of PTSD
symptoms, emotion avoidance, and anxiety sensitivity for individuals receiving residential
treatment for crack/cocaine dependence. Their data suggested the unexpected result that Post
Traumatic Stress Disorder, a disorder characterized in part by attention disturbance (e.g.,
hypervigilance, difficulty concentrating), and emotional avoidance may have a reciprocal
relationship, with one mediating the relationship between anxiety symptoms and the other
variable. (American Psychiatric Association, 2000; Naifeh, Tull, & Gratz, 2012). Future studies
are needed to clarify the relationship between attention and nonacceptance of emotional
responses in social functioning.
Participant family SES was not significantly correlated with any of the variables used in
this analysis. In this sample, family SES scores represented 85% of the possible range of scores
and were close to normally distributed. This suggests that these results are not an artifact of
socioeconomic status. However, current models of social functioning propose that
environmental factors contribute to prediction of social functioning (Beauchamp & Anderson,
2010; Yeates et al., 2007). This hypothesis is supported by Ziv and Sorongen’s findings
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reviewed above suggesting that social information processing variables in addition to
socioeconomic risk factors contribute to prediction of social behavior in adolescents (Ziv &
Sorongon, 2011). The socioeconomic risk factors examined by Ziv and Sorongon (2011) were
measured by an index of risk that accounted for parent education, marital status, income, and the
adolescent’s exposure to crime and violence. In the present study, the Hollingshead index was
used to measure SES. As discussed above, the Hollingshead Index accounts for parent education,
marital status, and job status (Hollingshead, 1975). It is possible that the omission of a measure
of each participant’s exposure to crime and violence accounts for the difference in results. It is
also possible that because the sample was selected from undergraduates at a public university,
only individuals who could successfully organize their behavior to achieve college admission
were represented. Inclusion of similar age participants who are not enrolled in post-secondary
education in future studies may further contribute to understanding of the contribution of SES to
social functioning.
One potential problem with this study is reliance on a single outcome measure (e.g.,
WHOQOL100). Given the lack of adequate reliability for the BFIS in this sample despite good
reliability reported by the author (Barkley, 2012b), interpretation of results related to the BFIS is
unclear. Despite the importance of social functioning in mental health research, no “gold
standard” measure has emerged (Beauchamp & Anderson, 2010; Cyranowski et al., 2013;
Mausbach, Moore, Bowie, Cardenal, & Patterson, 2009). It may be that another measure or
combination of measures may better characterize social functioning. Other potential problems
may be the use of self-reports and the administration of pen-and-pencil measures via an online
survey. Self-report survey responses may reflect careless responding or social desirability bias
(Meade & Craig, 2012). There is some evidence that self-administered measures such as the
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online survey used in this study may minimize social desirability bias in responding (Michaels &
Corrigan, 2013). However, the validity of these measures in an online format has yet to be
investigated. Further, this study relied on a convenience sample of respondents. It may be that
the respondents varied in an unknown manner and thus affected results. Future studies could
address these problems by using a random sample of participants, obtaining multiple observers’
reports regarding the participants’ behavior using more than one measurement tool and
administering measures in a pen-and-paper format.
In sum, this study supported the hypotheses that emotion and attention regulation
independently contribute to prediction of social functioning, and that the interaction of these
processes may be significant. This implies that emotion and attention regulation may be
conceptualized as simultaneous, independent processes, and further suggests that these processes
should be assessed separately and the role of an interaction between attention and emotion
regulation further examined. Taken together, these data may assist in intervention planning. For
example, clinicians may consider complementing cognitive interventions targeting attention with
emotion regulation interventions targeting emotional awareness, such as empirically supported
treatments such as Acceptance and Commitment Therapy (ACT) or Dialectical Behavior
Therapy (DBT).
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Difficulties in Emotion Regulation Scale
(Gratz & Roemer, 2004)

Below are some statements about emotions and how you cope with emotional situations. Read each
statement and chose a response that indicates how much each one applies to you.

Almost

About half

Most of

Almost

Never

Sometimes

the time

the time

Always

1

2

3

4

5

1. I am clear about my feelings.
2. I pay attention to how I feel.
3. I experience my emotions as overwhelming and out of control.
4. I have no idea how I am feeling.
5. I have difficulty making sense out of my feelings.
6. I am attentive to my feelings.
7. I know exactly how I am feeling.
8. I care about what I am feeling.
9. I am confused about how I feel.
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10. When I’m upset, I acknowledge my emotions.
11. When I’m upset, I become angry with myself for feeling that way.
12. When I’m upset, I become embarrassed for feeling that way.
13. When I’m upset, I have difficulty getting work done.
14. When I’m upset, I become out of control.
15. When I’m upset, I believe that I will remain that way for a long time.
16. When I’m upset, I believe that I’ll end up feeling very depressed.
17. When I’m upset, I believe that my feelings are valid and important.
18. When I’m upset, I have difficulty focusing on other things.
19. When I’m upset, I feel out of control.
20. When I’m upset, I can still get things done.
21. When I’m upset, I feel ashamed with myself for feeling that way.
22. When I’m upset, I know that I can find a way to eventually feel better.
23. When I’m upset, I feel like I am weak.
24. When I’m upset, I feel like I can remain in control of my behaviors.
25. When I’m upset, I feel guilty for feeling that way.
26. When I’m upset, I have difficulty concentrating.
27. When I’m upset, I have difficulty controlling my behaviors.
28. When I’m upset, I believe that there is nothing I can do to make myself feel better.
29. When I’m upset, I become irritated with myself for feeling that way.
30. When I’m upset, I start to feel very bad about myself.
31. When I’m upset, I believe that wallowing in it is all I can do.
32. When I’m upset, I lose control over my behaviors.
33. When I’m upset, I have difficulty thinking about anything else.
34. When I’m upset, I take time to figure out what I’m really feeling.
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35. When I’m upset, it takes me a long time to feel better.
36. When I’m upset, my emotions feel overwhelming.

SCORING
(note: R = Reverse-scored item)

Lack of emotional awareness: sum 2R, 6R, 8R, 10R, 17R, and 34R.
Lack of emotional clarity: sum 1R, 4, 5, 7R, and 9.
Nonacceptance of emotional responses: sum 11, 12, 21, 23, 25, and 29.
Difficulties engaging in goal-directed behavior: sum 13, 18, 20R, 26 and 33.
Impulse control difficulties: sum 3, 14, 19, 24R, 27, and 32.
Limited access to emotion regulation strategies: sum 15, 16, 22R, 28, 30, 31, 35, and 36.
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For the first 27 items, please circle the number next to each item below that best describes
your behavior DURING THE PAST 6 MONTHS. Then answer the remaining three questions.
Please ignore the sections marked “Office Use Only.”
Section 1 (Innatention)

Never

Some-

or rarely

times

1. Fail to give close attention to details or make careless
mistakes in my work or other activities
2. Difficulty sustaining my attention in tasks or fun
activities
3. Don’t listen when spoken to directly

1

2

3

4

1

2

3

4

1

2

3

4

4. Don’t follow through on instructions and fail to finish
work or chores
5. Have difficulty organizing tasks and activities

1

2

3

4

1

2

3

4

6. Avoid, dislike, or am reluctant to engage in tasks that
require sustained mental effort
7. Lowe things necessary for tasks or activities

1

2

3

4

1

2

3

4

8. Easily distracted by extraneous stimuli or irrelevant
thoughts
9. Forgetful in daily activities

1

2

3

4

1

2

3

4
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Often

Very
often

Office use only (Section 1)
Total Score ________________ Symptom
Count____________________
Section 2 (Hyperactivity)

Never

Some-

Often

Very

or rarely

times

10. Fidget with hands or feet or squirm in seat

1

2

3

4

11. Leave my seat in classrooms or in other situations in

1

2

3

4

12. Shift around excessively or feel restless or hemmed in

1

2

3

4

13. Have difficulty engaging in leisure activities quietly

1

2

3

4

often

which remaining seated is expected

(feel uncomfortable, or am loud and noisy)
14. I am “on the go” or act as if “driven by a motor” (or I feel like1I have to be
2 busy or3 always doing
4
something)
Office use only (Section 2)
Total Score ________________ Symptom
Count____________________
Section 3 (Impulsivity)

Never

Some-

Often

Very

or rarely

times

15. Talk excessively (in social situations)

1

2

3

4

16. Blurt out answers before questions have been

1

2

3

4

1

2

3

4

often

completed, complete others’ sentences, or jump the
gun
17. Have difficulty awaiting my turn
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18. Interrupt or intrude on others (butt into

1

2

3

4

Never

Some-

Often

Very

or rarely

times

1

2

3

4

1

2

3

4

21. Easily confused

1

2

3

4

22. Easily bored

1

2

3

4

23. Spacey or “in a fog”

1

2

3

4

24. Lethargic, more tired than others

1

2

3

4

25. Underactive or have less energy than others

1

2

3

4

26. Slow moving

1

2

3

4

27. I don’t seem to process information as quickly or as

1

2

3

4

conversations or activities without permission or take
over what others are doing)
Office use only (Section 3)
Total Score ________________ Symptom
Count____________________

Section 4 (Sluggish Cognitive Tempo)

19. Prone to daydreaming when I should be

often

concentrating on something or working
20. Have trouble staying alert or awake in boring
situations

accurately as others
Office use only (Section 4)
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Total Score ________________ Symptom
Count____________________
Total Scores for Entire Scale:
Sum of Sections Raw Scores 1-3 – Total ADHD Score
________________
Section 1 Symptoms Count ________________
Sum of Sections 2 and 3 Symptom Counts
__________________
Total ADHD Symptom Count _________________ (Sum
of 1-3)
SCT Symptom Count ___________________

Section 5
28. Did you experience any of these 27 symptoms at least “Often” or more frequently (Did
you circle a 3 or 4 above)?

No

Yes

(Circle one)

29. If so, how old were you when those symptoms began? (Fill in the blank)
I was ___________years old.
30. If so, in which of these settings did those symptoms impair your functioning? Place a
check mark (√) next to all of the areas that apply to you.
______________ School
______________ Home
______________ Work
______________ Social Relationships
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How much difficulty do you have functioning effectively in each of these major life activities?
That is, to what degree do you see yourself as being impaired in each of these life domains?
Please circle the number next to each item that best describes your difficulties in functioning
DURING THE PAST 6 MONTHS. If that situation does not apply to you (for instance, you don’t
drive a car, don’t have children, don’t live with anyone, etc.), please circle the 99 in the last
column (under “Does not apply”).
Major Life Activities

Does
Not

not

at all Somewhat
1. In your home life
with your
immediate family
2. In getting chores
completed at
home and
managing your
household
3. In your work or
occupation

Mild

Moderate

Severe

apply

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

75

4. In your social
interactions with
strangers and
acquaintances
5. In your relationships
with friends
6. In your activities in
the community
(church, clubs, social
groups, organizations)
7. In any educational
activities (college,
night classes,
technical training,
occupational training)
8. In your marital, coliving, or dating
relationships
9. In your management
of your money, your
bills and your debts
10. In driving a motor
vehicle and in your
history of citations
and accidents

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

Major Life Activities
Not
at all Somewhat
11. In your sexual
activities and sex
relations with others
12. In maintaining your
health (exercise,
nutrition, preventive
medical and dental
care, etc.)
13. In taking care of and
raising your children

Mild

Moderate

Severe

Does
not
apply

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99

0

1

2

3

4

5

6

7

8

9

99
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THE WHOQOL-100

Instructions

This questionnaire asks how you feel about your quality of life, health, and other areas of your life.
Please answer all the questions. If you are unsure about which response to give to a question,
please choose the one that appears most appropriate. This can often be your first response.
Please keep in mind your standards, hopes, pleasures and concerns. We ask that you think about
your life in the last two weeks.

For example, thinking about the last two weeks, a question might ask:

How much do you worry about your health?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

78

You should circle the number that best fits how much you have worried about your health over the
last two weeks. So you would circle the number 4 if you worried about your health “Very much”,
or circle number 1 if you have worried “Not at all” about your health. Please read each question,
assess your feelings, and circle the number on the scale for each question that gives the best answer
for you.

Thank you for your help

The following questions ask about how much you have experienced certain things in the last two
weeks, for example, positive feelings such as happiness or contentment. If you have experienced
these things an extreme amount circle the number next to “An extreme amount”. If you have not
experienced these things at all, circle the number next to “Not at all”. You should circle one of the
numbers in between if you wish to indicate your answer lies somewhere between “Not at all” and
“Extremely”. Questions refer to the last two weeks.

F1.2 Do you worry about your pain or discomfort?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F1.3 How difficult is it for you to handle any pain or discomfort?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5
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F1.4 To what extent do you feel that (physical) pain prevents you from doing what you need to
do?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

Moderately

Very

Extremely

3

4

5

F2.2 How easily do you get tired?

Not at all
1

Slightly
2

F2.4 How much are you bothered by fatigue?

Not at all
1

Slightly
2

F3.2 Do you have any difficulties with sleeping?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F3.4 How much do any sleep problems worry you?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5
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F4.1 How much do you enjoy life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F4.3 How positive do you feel about the future?

Not at all
1

Slightly
2

F4.4 How much do you experience positive feelings in your life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F5.3 How well are you able to concentrate?

Not at all
1

Slightly
2

F6.1 How much do you value yourself?

Not at all
1
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F6.2 How much confidence do you have in yourself?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F7.2 Do you feel inhibited by your looks?

Not at all
1

Slightly
2

F7.3 Is there any part of your appearance which makes you feel uncomfortable?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F8.2 How worried do you feel?

Not at all
1

Slightly
2

F8.3 How much do any feelings of sadness or depression interfere with your everyday
functioning?

Not at all

A little

A moderate amount
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Very Much

An extreme amount

1

2

3

4

5

F8.4 How much do any feelings of depression bother you?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F15.2 How well are your sexual needs fulfilled?

Not at all
1

Slightly
2

F15.4 Are you bothered by any difficulties in your sex life? To what extent do you have
difficulty in performing your routine activities?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F10.4 How much are you bothered by any limitations in performing everyday living activities?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5
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F11.2 How much do you need any medication to function in your daily life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F11.3 How much do you need any medical treatment to function in your daily life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F11.4 To what extent does your quality of life depend on the use of medical substances or medical
aids?

Not at all
1

Slightly
2

Moderately

Very

Extremely

3

4

5

Moderately

Very

Extremely

3

4

5

Moderately

Very

Extremely

3

4

5

F13.1 How alone do you feel in your life?

Not at all
1

Slightly
2

F15.2 How well are your sexual needs fulfilled?

Not at all
1

Slightly
2
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F15.4 Are you bothered by any difficulties in your sex life?

Not at all
1

Slightly
2

Moderately

Very

Extremely

3

4

5

Moderately

Very

Extremely

3

4

5

F16.1 How safe do you feel in your daily life?

Not at all
1

Slightly
2

F16.2 Do you feel you are living in a safe and secure environment?

Not at all
1

Slightly
2

Moderately

Very

Extremely

3

4

5

F16.3 How much do you worry about your safety and security?

Not at all
1

Slightly
2

Moderately

Very

Extremely

3

4

5
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F17.1 How comfortable is the place where you live?

Not at all
1

Slightly
2

Moderately

Very

Extremely

3

4

5

F17.4 How much do you like it where you live?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F18.2 Do you have financial difficulties?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F18.4 How much do you worry about money?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F19.1 How easily are you able to get good medical care?

Not at all
1

Slightly
2
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F21.3 How much do you enjoy your free time?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

Moderately

Very

Extremely

3

4

5

F22.1 How healthy is your physical environment?

Not at all
1

Slightly
2

F22.2 How concerned are you with the noise in the area you live in?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F23.2 To what extent do you have problems with transport?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F23.4 How much do difficulties with transport restrict your life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5
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The following questions ask about how completely you experience or were able to do
certain things in the last two weeks, for example activities of daily living such as washing,
dressing or eating. If you have been able to do these things completely, circle the number
next to “Completely”. If you have not been able to do these things at all, circle the number
next to “Not at all”. You should circle one of the numbers in between if you wish to indicate
your answer lies somewhere between “Not at all” and “Completely”. Questions refer to the
last two weeks.

F2.1 Do you have enough energy for everyday life?

Not at all
1

A little
2

Moderately
3

Mostly

Completely

4

5

Mostly

Completely

4

5

F7.1 Are you able to accept your bodily appearance?

Not at all
1

A little
2

Moderately
3

F10.1 To what extent are you able to carry out your daily activities?

Not at all
1

A little
2

Moderately
3
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Mostly

Completely

4

5

F11.1 How dependent are you on medications?

Not at all
1

A little
2

Moderately
3

Mostly

Completely

4

5

F14.1 Do you get the kind of support from others that you need?

Not at all
1

A little
2

Moderately
3

Mostly

Completely

4

5

F14.2 To what extent can you count on your friends when you need them?

Not at all
1

A little
2

Moderately
3

Mostly

Completely

4

5

F17.2 To what degree does the quality of your home meet your needs?

Not at all
1

A little
2

Moderately
3

Mostly

Completely

4

5

Mostly

Completely

4

5

F18.1 Have you enough money to meet your needs?

Not at all
1

A little
2

Moderately
3
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F20.1How available to you is the information that you need in your day-to-day life?

Not at all
1

A little
2

Moderately

Mostly

Completely

4

5

3

F20.2To what extent do you have opportunities for acquiring the information that you feel
you need?

Not at all
1

A little
2

Moderately

Mostly

Completely

4

5

3

F21.1 To what extent do you have the opportunity for leisure activities?

Not at all
1

A little
2

Moderately

Mostly

Completely

4

5

Mostly

Completely

4

5

3

F21.2 How much are you able to relax and enjoy yourself?

Not at all
1

A little
2

Moderately
3

F23.1 To what extent do you have adequate means of transport?

Not at all
1

A little
2

Moderately
3
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Mostly

Completely

4

5

The following questions ask you to say how satisfied, happy or good you have felt about
various aspects of your life over the last two weeks . For example, about your family life or
the energy that you have. Decide how satisfied or dissatisfied you are with each aspect of
your life and circle the number that best fits how you feel about this. Questions refer to the
last two weeks.

G2 How satisfied are you with the quality of your life?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

G3 In general, how satisfied are you with your life?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

G4 How satisfied are you with your health?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

91

Satisfied
5

F2.3 How satisfied are you with the energy that you have?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F3.3 How satisfied are you with your sleep?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F5.2 How satisfied are you with your ability to learn new information?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F5.4 How satisfied are you with your ability to make decisions?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F6.3 How satisfied are you with yourself?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F6.4 How satisfied are you with your abilities?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F7.4 How satisfied are you with the way your body looks?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F10.3How satisfied are you with your ability to perform your daily living activities?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F13.3 How satisfied are you with your personal relationships?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F15.3 How satisfied are you with your sex life?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F14.3 How satisfied are you with the support you get from your family?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F14.4 How satisfied are you with the support you get from your friends?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F13.4 How satisfied are you with your ability to provide for or support others?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F16.4 How satisfied are you with your physical safety and security?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F17.3 How satisfied are you with the conditions of your living place?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F18.3 How satisfied are you with your financial situation?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F19.3 How satisfied are you with your access to health services?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

Satisfied

4

5

F19.4 How satisfied are you with the social care services?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

Satisfied

4

5

F20.3 How satisfied are you with your opportunities for acquiring new skills?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

Satisfied

4

5

F20.4 How satisfied are you with your opportunities to learn new information?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F21.4 How satisfied are you with the way you spend your spare time?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F22.3 How satisfied are you with your physical environment (e.g. pollution, climate, noise,
attractiveness)?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F22.4 How satisfied are you with the climate of the place where you live?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4

Satisfied
5

F23.3 How satisfied are you with your transport?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied

Very
Satisfied

3

4
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Satisfied
5

F13.2 Do you feel happy about your relationship with your family members?

Very
Unhappy
1

Neither happy
Unhappy
2

Very

nor unhappy
3

Happy

Happy

4

5

F15.1 How would you rate your quality of life?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3

Good

Good

4

5

F15.1 How would you rate your sex life?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3

Good

Good

4

5

F3.1 How well do you sleep?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3
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Good

Good

4

5

F5.1 How would you rate your memory?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3

Good

Good

4

5

F19.2 How would you rate the quality of social services available to you?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3

Good

Good

4

5

The following questions refer to how often you have felt or experienced certain things, for
example the support of your family or friends or negative experiences such as feeling
unsafe. If you have not experienced these things at all in the last two weeks, circle the
number next to the response “never”. If you have experienced these things, decide how
often and circle the appropriate number. So for example if you have experienced pain all
the time in the last two weeks circle the number next to “Always”. Questions refer to the
last two weeks.

F1.1 How often do you suffer (physical) pain?

Never

Seldom

Quite often

Very often

Always

1

2

3

4

5
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F4.2 Do you generally feel content?

Never

Seldom

Quite often

Very often

Always

1

2

3

4

5

F8.1 How often do you have negative feelings, such as blue mood, despair, anxiety,
depression?

Never

Seldom

Quite often

Very often

Always

1

2

3

4

5

The following questions refer to any “work” that you do. Work here means any major
activity that you do. This includes voluntary work, studying full-time, taking care of the
home, taking care of children, paid work or unpaid work. So work, as it is used here,
means the activities you feel take up a major part of your time and energy. Questions
refer to the last two weeks.

F12.1 Are you able to work?

Not at all
1

A little

Moderately

Mostly

Completely

2

3

4

5
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F12.2 Do you feel able to carry out your duties?

Not at all
1

A little

Moderately

Mostly

Completely

2

3

4

5

F12.4 How satisfied are you with your capacity for work?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied
3

Very
Satisfied
4

Satisfied
5

F12.3 How would you rate your ability to work?

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3

Good

Good

4

5

The next few questions ask about how well you were able to move around in the last two
weeks. This refers to your physical ability to move your body in such a way as to allow
you to move about and do the things you would like to do, as well as the things that you
need to do. Once again these questions refer to the last two weeks.
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F9.1 How well are you able to get around?

Very

Neither poor

Poor

Poor

1

2

Very

nor good

Good

Good

4

5

3

F9.3 How much do any difficulties in mobility bother you?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F9.4 To what extent do any difficulties in movement affect your way of life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F9.2 How satisfied are you with your ability to move around?

Very
Dissatisfied
1

Neither satisfied
Dissatisfied
2

nor dissatisfied
3

Very
Satisfied
4

102

Satisfied
5

The following few questions are concerned with your personal beliefs, and how these affect your
quality of life. These questions refer to religion, spirituality and any other beliefs you may hold.
Once again these questions refer to the last two weeks.

F24.1 Do your personal beliefs give meaning to your life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F24.2 To what extent do you feel your life to be meaningful?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F24.3To what extent do your personal beliefs give you the strength to face difficulties?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5

F24.4To what extent do your personal beliefs help you to understand difficulties in life?

Not at all
1

A little

A moderate amount

Very Much

An extreme amount

2

3

4

5
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ABOUT YOU
What is your gender?

Male
Female

What is your year of birth?
______________

What is highest education you received?

Primary school
Secondary school
University
Post-graduate

What is your marital status?

Single
Married
Living as married
Separated
Divorced
Widowed

How is your health? (G1.2)

Very

Neither poor

Poor

Poor

1

2

Very

nor good
3
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Good

Good

4

5

Are you currently ill?

Yes
No

If yes, what is your diagnosis? ________________________

Do you have any comments about the questionnaire?

THANK YOU FOR YOUR HELP
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WHO-QOL Importance Questions
The following questions ask about how important various aspects of your life are to you. We ask
that you think about how much these affect your quality of life. For example one question asks about
how important sleep is to you. If sleep is not important to you, circle the number next to "not
important". If sleep is "very important" to you, but not "extremely important", you should circle the
number next to "Very important". Unlike earlier questions, these questions do not refer only to the
last two weeks.

Thank you for your help.

ImpG.1 How important to you is your overall quality of life?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

ImpG.2 How important to you is your health?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp1.1 How important to you is it to be free of any pain?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp2.1 How important to you is having energy?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp3.1 How important to you is restful sleep?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp4.1 How important to you is it to feel happiness and enjoyment of life?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp4.2 How important to you is it to feel content?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp4.3 How important to you is it to feel hopeful?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp5.1 How important to you is being able to learn and remember important information?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp5.2 How important to you is being able to think through everyday problems and make
decisions?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp5.3 How important to you being able to concentrate?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp6.1 How important to you is feeling positive about yourself?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp7.1 How important to you is your body image and appearance?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp8.1 How important to you is it to be free of negative feelings (sadness, depression, anxiety,
worry...)?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp9.1 How important to you is it to be able to move around?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp10.1 How important to you is being able to take care of your daily living activities (e.g.
washing, dressing, eating)?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp11.1 How important to you is it to be free of dependence on medicines or treatments?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp12.1 How important to you is being able to work?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp13.1 How important to you are relationships with other people?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp14.1 How important to you is support from others?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp15.1 How important to you is your sexual life?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp16.1 How important to you is feeling physically safe and secure?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp17.1 How important to you is your home environment?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp18.1 How important to you are your financial resources?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp19.1 How important to you is being able to get adequate health care?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp19.2 How important to you is being able to get adequate social help?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp20.1 How important to you are chances for getting new information or knowledge?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp20.2 How important to you are chances to learn new skills?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp21.1 How important to you is relaxation / leisure?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp22.1 How important to you is your environment (e.g. pollution, climate, noise,
attractiveness)?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4
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Important
5

Imp23.1 How important to you is adequate transport in your everyday life?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

Important
5

Imp24.1 How important to you are your personal beliefs?

Moderately
Not important A little important
1

2

Important

Extremely
Very Important

3

4

114

Important
5

APPENDIX E
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For the following questions, please select the answers you believe are most accurate:

What is your gender?
1. Female
2. Male

What is your age in years? (field for age)

Which best describes your ethnic background? (choose all that apply)
1. African-American
2. Asian
3. Caucasian
4. Hispanic or Latina(o)
5. Native American
6. Other (please specify)
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Which best describes your enrollment?
1. Part time student
2. Full time student
3. I’m not a student at Ole Miss

Which best describes your academic standing?
1. 1st year undergraduate
2. 2nd year undergraduate
3. 3rd year undergraduate
4. 4th year undergraduate
5. 5th year and above undergraduate
6. Graduate student

What is the highest degree you have earned as of today?
1. High school diploma/GED
2. Associates degree
3. BA/BS
4. MA/MS
5. MD/JD/DVM
6. Ph.D
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Which best describes your extra-curricular activity involvement? (choose all that apply)
1. Participate on a club or university team
2. Participate in a sorority/fraternity
3. Participate in a university organization other than a sorority/fraternity
4. I do not participate in an extra-curricular activity

Which best describes your paid work status?
1. I work less than 10 hours per week
2. I work between 10 and 20 hours per week
3. I work more than 20 hours per week
4. I do not have paid work

If you work, what type of business do you work in?
(field for typed response)

If you work, what is your job title?
(field for typed response)

How would you describe your social group at school?
1. I don’t have a social group at school
2. One best friend
3. Small group of close friends
4. Large group of acquaintances
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Which best describes your relationship status?
1. Single
2. In a relationship
3. Married

Which best describes your parents’ marital status?
1. Never married to each other
2. Married to each other
3. Separated/Divorced from each other
4. My mother and/or father is no longer alive

Who do you live with when not at college?
1. With both my parents
2. With my mother
3. With my father
4. With another family member (not mother or father)
5. I live independently when not at college
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Which best describes your mother’s highest level of education completed?
1. 7th grade or less
2. 8th or 9th grade
3. 10th or 11th grade
4. High school diploma/GED
5. Technical school/one year or more of college
6. BA/BS
7. MA/MS
8. MD/JD/DVM
9. Ph.D

What type of business does your mother work in?
(field for typed response)

What is your mother’s job title?
(field for typed response)
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Which best describes your father’s highest level of education completed?
1. 7th grade or less
2. 8th or 9th grade
3. 10th or 11th grade
4. High school diploma/GED
5. Technical school/one year or more of college
6. BA/BS
7. MA/MS
8. MD/JD/DVM
9. Ph.D.

What type of business does your father work in?
(field for typed response)

What is your father’s job title?
(field for typed response)
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If you live with a family member who is not your mother or father, which best describes that
person’s highest level of education completed?
1. 7th grade or less
2. 8th or 9th grade
3. 10th or 11th grade
4. High school diploma/GED
5. Technical school/one year or more of college
6. BA/BS
7. MA/MS
8. MD/JD/DVM
9. Ph.D.

If you live with a family member who is not your mother or father, what type of business does
that person work in?
(field for typed response)

If you live with a family member who is not your mother or father, what is that person’s job
title?
(field for typed response)
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